The detection of prosthetic valve dysfunction often poses a diagnostic challenge because symptoms and signs of dysfunction are often non-specific and can be difficult to detect and measure on clinical examination. The Normal Carpentier-Edwards and Bj6rk-Shiley Doppler echocardiographic characteristics of normal and dysfunctioning prosthetic valves in the tricuspid and mitral position We found no significant difference in the pressure half time or peak velocity between the Bjork-Shiley or Carpentier-Edwards valve implanted in the same valve position. However, the pressure half time range for normal tricuspid prosthetic valves was found to be considerably longer than that of mitral prosthetic valves (Bjork-Shiley 50-195 ms v 71-120 ms and Carpentier-Edwards 38-197 ms v 79-110 ms respectively). This could represent functional obstruction to flow caused by the nature of the valve coupled with greater tissue ingrowth or pannus formation on the tricuspid valve. However, the tricuspid prosthesis seems to function satisfactorily even with what would be considered a very long pressure half time of 197 ms. It is worth emphasising that the dividing range between clinically normal and abnormal prosthetic tricuspid valves is small (197-237 ms). For mitral prosthetic valves a gradual increase in obstructioni to flow might be expected to present earlier as dyspnoea on effort and evidence of pulmonary venous congestion. Perhaps the tricuspid valve has to be more critically obstructed before symptoms or signs are apparent. Once this critical point is reached the valve dysfunction quickly becomes apparent, possibly owing to added thrombus formation over an area of low flow. Although pressure half time is predominantly dependent on the valve area it is by no means the only factor of influence. Flow 
